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Therapeutic Abortion and Sterilization in Diabetics
The diabetic pregnancy may be complicated in different ways owing to the metabolic disturbances and the diabetic vascular disease which give rise most frequently to symptoms from eye, kidney, heart and the extremities. The feetal mortality is high, but is much dependent on the length and intensity of treatment given in pregnancy.
Considering the severe late diabetic complications, the eugenic dangers for the offspring and the social problems connected with the necessity -for intensive control and long hospitalization in -pregnancy, the question of therapeutic abortion and sterilization must sometimes arise.
The indications for these operations are very :sparsely discussed in reviews on diabetes and pregnancy, and a discussion on an international basis may be difficult because of differences in ethics, religion and tradition. No detailed series of patients submitted to these operations seems to have been published in the literature. It is the aim of this paper to show how we have dealt with the problems according to our medical views and the laws of our country.
Material Table 1 shows our material, i.e. all diabetic women who have been submitted to therapeutic abortion and/or sterilization from 1954 to 1962 inclusive.
On 80 patients therapeutic abortion has been performed 74 times and sterilization 28 times. The material is divided in two periods, 1954-59 and 1960-62, and shows that the frequency of the operation has increased somewhat in the later years,> mostly because a larger number of severe cases have applied early to our department, in which such cases are centralized. 1ndications Uncomplicated diabetes mellitus is not an indication for therapeutic abortion or sterilizktion, whereas a series of complications and other circumstances may be so. Our legal basis for evaluation of the indications has been our so-called pregnancy law of 1937 and of 1956. No major change in the indications during the period of investigation has taken place. The law of 1956 says: 'A woman may have her pregnancy interrupted when this is necessary to avert serious danger to the woman's life or health. In the assessment of this danger the total of conditions under which the woman must live should be taken into account, and consideration must be given, not only to somatic and mental disease but also to somatic and psychical weakness.' This is the medical indication and the medicosocial indication. Furthermore the law says: 'A woman may have her pregnancy interrupted WheD there is a considerable risk that the child, owing to inherited factors or to damage or disease brought on it in foetal life, will suffer from mental disease or imbecility, other severe mental derangement, epilepsy, serious and incurable abnormality or bodily disease.' This is the eugenic indication. A special paragraph says that: 'A woman may have her pregnancy interrupted in special cases where physical or mental defect or other medically founded circumstances make her uable to take care of her child.'
There is no law regarding the medical indications for sterilization; the doctor is free to do what he thinks is medically justified. But there is a law (1945) concerning sterilization on social and eugenic indications. This may be done only after application to the Ministry of Justice.
In evaluation of the patient's condition we have largely utilized special institutes, for example, the ophthalmological department, the psychiatric department, the University Institute of Eugenics and, for social problems, the Mother's Help Institution. Table 2 shows our indications. 
Section ofObstetrics and Gynacology
In keeping with the law, the two main groups of indications are medical and eugenic and can be differentiated in sub-groups.
If a vascular nephritis is present continuation of the pregnancy will involve an increased risk on account of the great frequency of superimposed pre-eclampsia. Furthermore we believe that the risk that the patient will be more seriously disabled after a few years will be increased and, finally, that the risk of feetal death in utero or immediately after delivery for this group of patients is about 50%. Under these circumstances legal abortion and sterilization is nearly always indicated and advised and will be performed if the patient agrees. In this paper this subgroup will be called indication 'White's group F' (referring to Priscilla White's well-known classification of diabetes). White's group F means a constant albuminuria prior to conception.
I do not know of any statistics showing that the vascular nephritis will deteriorate faster when the patient goes through one or more pregnancies with or without pre-eclampsia than when she does not. This would require large, comparable series of Group F patients, with and without pregnancies, observed for several years. This is hardly obtainable. But, as mentioned, we believe there is a greater risk for the group F patients not only during but also after pregnancy and I think the same applies to the cases with proliferative retinitis.
The patient's attitude to the problem depends very much on her chance of having a live child. Table 3 , which gives the outcome of the pregnancies of 24 group F diabetics, illustrates this point.
Only one of these infants weighed 3,000 g, all the others weighed less.
These poor results were not due to lack of care, because no less than a third of the patients spent nearly the whole pregnancy in our department.
As to the group F we must conclude that only if the patient fully understands the prognosis and still wants to take the chance of having a live baby is one justified in letting her go through the pregnancy.
As to complicating non-diabetic somatic diseases we must mention a few cases of heart disease and chronic hepatitis.
Mental diseases: There were 2 cases of severe mental depression and severe anxiety neurosisexamined in the psychiatric department. Asthenia (somatic+psychical): This is not infrequent. As an example might be mentioned a case where the woman's strength or working capacity is fully occupied in maintaining her home and bringing up her children and where her strength must be preserved for this purpose. Now this woman has a chronic disease, which needs daily care. During a long period of pregnancy she must suffer the mental strain of a long hospitalization, which involves neglect of her home. Such a woman may have her pregnancy interrupted. We also consider if the patient is co-operative or not; if a patient is unco-operative and apt to neglect her treatment, the risk is increased and this might reinforce the decision.
Bad obstetric history: Obstetric complications are frequent in diabetics and where there is a bad obstetric history together with diabetic disease (without vascular complications), abortion and/ or sterilization may be indicated. In this connexion may be mentioned repeated Caesarean sections, repeated pregnancies complicated with severe pre-eclampsia, or repeated stillbirths. In this case the psychical stress of a new pregnancy with a doubtful prognosis may be too much for the patient. In other cases the patient has recently recovered from a complicated childbirth and is now pregnant again and the new pregnancy will be too heavy a burden for her. We call these obstetrical indications, although it is the combination of the diabetes and the obstetric factors which build up the indication.
The eugenic indication may stand alone or may support a medical indication. If we want to interrupt a pregnancy for purely eugenic reasons, the disease must be present both in the pregnant woman and the child's father, or in the woman and the father's near kin. A eugenic support to a medical indication which is not sufficient in itself may be present if there is an accumulation of diabetes in the mother's near kin, especially if these cases are juvenile diabetes. A survey of our cases, grouped according to the above-mentioned principles, is given in Table 4 . Table 4 shows that most of the indications have been purely medical. The eugenic and the obstetric conditions have, alone or combined, played a much smaller part. The social conditions have in only 3 cases been the dominating factor although we always consider the way of living to which the patient is bound.
The age of most patients was between 20 and 40 years, only one being under 20 and 4 over 40 years. The 74 patients had gone through 146 pregnancies but they had only 70 living children. Only 4 had three children, none had more than three children.
In general we are extremely reluctant to interrupt pregnancy ina woman with no or only one child. That we have, nevertheless, performed the operation in many such diabetics, indicates the seriousness with which we have considered the risks and prognosis of these women. Table 5 shows the technique for interruption of the pregnancies. In most cases we Were able to do a simple dilatation and curettage, which means that the patients in this series came early for investigation and treatment being aware of the potential danger of the pregnancy. Twelve preg-nancies were more than 12 weeks old (3 more than 16 weeks). In 7 cases we injected some substance (formaline, cremor saponis or glucose) intraor extra-ovularly to bring about spontaneous evacuation after which a curettage was done. Hysterotomy was performed 16 times; in 15 of these cases we sterilized the patient. In sterilization we have in all cases used the Madlener method (crushing and ligation of a loop of the tube).
We have had no death, very few and no dangerous complications: a few slight elevations of temperature, a few subsequent moderate hemorrhages, one hmmatoma in the parametrium and one hiematoma in the rectus muscle after hysterotomy.
In conclusion I would like to emphasize that, from an ethical, emotional and surgical point of view, therapeutic abortion must be looked upon as an evil, even if the lesser evil, in the indicated cases. If doctors would more often and more energetically take up the question of contraception in the right cases, we would rarely have to perform this unpleasant operation and the patients would be spared much psychical and surgical trauma. This communication records the results in a personal and consecutive series treated in Dublin during the past thirteen years; 90 % of the patients were treated at the National Maternity Hospital, the remainder at the Coombe Lying-In Hospital. These hospitals provide a community obstetrical service and as such, in the words of Jones (1958) : ' We are obliged to accept emergency cases -and miscellaneous drifters infrequently seen in specialized centres. This has a devastating effect on feetal loss statistics.' Many of our patients live distances of 60 to 100 miles away so that the close supervision which is desirable severely taxes their cooperation. Furthermore, age at marriage and parity are high; thus, the mean maternal age in this series was 32 years and one in three of the cases were fifth or later pregnancies.
Our method of management is to a large extent conventionalaiming at close supervision with strict control of diabetes, premature delivery and specialized care of the infant. We strive to deliver by the vaginal route at 37 weeks or a little later. However, the timing of delivery in any patient is a matter of nice judgment based on experience, which will in most workers be tinged with a bitter sauce compounded of previous disappointments.
